The development of an Oncoplastic Training Center – OTC  by Matthes, Angelo Gustavo Zucca et al.
at SciVerse ScienceDirect
International Journal of Surgery 10 (2012) 265e269
DISCUSSIONContents lists availableInternational Journal of Surgery
journal homepage: www.thei js .comDiscussion
The development of an Oncoplastic Training Center e OTC
Angelo Gustavo Zucca Matthes a,*, Rene Aloísio da Costa Viera a, Rodrigo Augusto Depieri Michelli a,
Gustavo Henrique Fabri Pereira Ribeiro a, Antônio Bailão Jr. a, Raphael Luis Haikel a,
Angelo do Carmo Silva Matthes b
aDepartment of Mastology and Breast Reconstruction, Hospital Cancer Barretos, CEP 14487-400 Barretos, SP, Brazil
bUniversidade Barão de Mauá, Brazila r t i c l e i n f o
Article history:
Received 10 January 2012
Received in revised form
13 March 2012
Accepted 14 March 2012
Available online 21 March 2012
Keywords:
Breast cancer
Breast reconstruction
Mammoplasty
Educational models
Teaching method
Training techniques* Corresponding author. Tel./fax: þ55 17 333216600
E-mail addresses: zucca.mamarec@hcancerbarretos
(A.G.Z. Matthes).
1743-9191/$ e see front matter  2012 Surgical Asso
doi:10.1016/j.ijsu.2012.03.009a b s t r a c t
Introduction: Breast cancer now occurs worldwide and each country has its own approach to breast
surgery, which is constantly evolving. A training program was established in Brazil to familiarize breast
surgeons with basic oncoplastic techniques and recent developments.
Materials and methods: The ﬁrst 12 breast surgeons participating in the oncoplastic training program
were surveyed regarding their experience of Urban’s classiﬁcation of oncoplastic procedures, and
whether the training course met their expectations.
Results: The most part (11) of the breast surgeons surveyed had been breast specialists for more than ﬁve
years. Just under one third (27.3%) wished to perform oncoplastic procedures in conjunction with
a plastic surgeon. After the course the experience of the ﬁrst group showed that just over half (seven) of
the twelve specialists developed their skills sufﬁciently to perform Urban procedures at level III, and
eleven others could perform until level II procedures.
Conclusion: Organized oncoplastic training centers can enable breast surgeons to undertake recon-
structive breast procedures without the assistance of a plastic surgeon.
 2012 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Breast cancer is a worldwide problem and its surgical treatment
has changed signiﬁcantly over time. The same has happened with
the role of the surgeons. Today they do more than just remove the
tumor. They are the patient’s ﬁrst contacts, leaders of a multidisci-
plinary team, guiding the patient through the many diagnostic and
therapeutic modalities comprising the modern management of
breast cancer. Surgeons are now expected to adapt and enhance
their knowledge to improve treatment.
In 2005 McGlothin1 described breast surgery as a specialized
practice in the United States. Unfortunately, breast surgery is still
not a certiﬁed specialty in the United States as well as in other
countries. The emergence of this specialty depends on training that
has included pathology, diagnostic radiology, medical and radiation
oncology, as well as basic breast surgical techniques. Moreover,
there is a growing interest in expanding the training to include
oncoplastic techniques. This would include instruction and.
.com.br, anguz75@gmail.com
ciates Ltd. Published by Elsevier Ltexperience with reconstruction in the post mastectomy and post
breast sparing situations along with symmetry for the contralateral
breast.
In 2010 a discussion2 took place regarding oncoplastic training.
Urban3 described a classiﬁcation system in oncoplastic surgery to
train and certify breast surgeons at different levels of experience
(Table 1). Those in the plastic surgery community would disagree.4
Losken5 agreed with Urban’s plan and added that very few plastic
surgeons are really interested in breast reconstruction and that
scheduling is difﬁcult as well.
Breast cancer now occurs throughout most of the world and
each country has their own set of customs for the specialties
involved in breast reconstruction. However, all of them have in
common the realization that breast cancer surgery is changing and
they must adapt in order to provide current, safe, and reﬁned
treatment for women.
Urban described the Brazilian experience and felt this was going
to be a worldwide evolution in breast surgery. The specialty of
mastology was started in 1992 in Brazil and is certiﬁed by the
Brazilian Society of Mastology. For certiﬁcation, a speciﬁc exami-
nation that includes pathology, diagnostic radiology, medical and
radiation oncology, and surgical techniques is required. At the
beginning, some breast surgeons acquired their training abroad ind. All rights reserved.
Table 1
Urban’s classiﬁcationa for oncoplastic procedures.
Level I Level II Level III
Monolateral breast reconstruction techniques
such as esthetic skin incisions, de-epithelization
of the areolar margins, glandular mobilization
and re-shaping techniques, pursestring sutures
for central quadrant reconstruction, and immediate
breast reconstruction with temporary expanders
Bilateral procedures such as
lipoﬁlling, breast augmentation,
breast reduction, mastopexy,
Grisotti ﬂap, and nipple and
areola reconstruction
More complex monolateral or bilateral
procedures involving autologous ﬂaps
(pedicled or free ﬂaps), immediate and
delayed breast reconstruction with
implants or a combination of techniques
Speciﬁc competence in plastic surgery is not
required at this point
Speciﬁc competence in plastic
surgery techniques of the
breast is required to achieve
better symmetry
A higher standard in plastic surgery
techniques is required
a Authorized by the author.
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DISCUSSIONthe United States, France, Great Britain, and Italy. They returned and
established training programs. In 2006 the National Committee of
Medical Residence organized the ofﬁcial rules of Mastology Resi-
dency. Now there are about 1000 certiﬁed breast specialists in
Brazil.
As breast cancer procedures have advanced, mastologists had to
constantly increase their knowledge and skill base to remain
current. The present dilemma is to minimize the disﬁgurement
caused by the resection of the tumor. While there are a great
number of well-trained plastic surgeons in Brazil, very few are
interested in reconstructive work in breast cancer patients.
Therefore an initial group of breast surgeons developed an interest
in breast reconstruction and acquired training, usually abroad. They
demonstrated good outcomes and patient satisfaction. The next
step was to establish training in Brazil. Currently there are 49,240
news cases of breast cancer per year in Brazil,6 however there is still
a low number of trained surgeons in oncoplastic surgery and these
techniques should be offered to more patients.
In 2007 Oncoplastic surgery was approved for the Brazilian
Society of Mastology, since breast surgeons had a good training. The
oncoplastic surgery courses established training in Brazil, but there
are doubts as to whether the training would be sufﬁcient for breast
surgeons to perform oncoplastic procedures. The current literatureTable 2
Scientiﬁc program of Oncoplastic Training Center e HCB.
Scientiﬁc program
Module Lesson
1 Introduction: History of the Oncoplastic Surgery/Presenting basic co
2 General oncoplastic surgical points of view/Breast anatomic
review/Breast Types/Oncoplastic surgery perspective from
plastic surgeon and breast surgeon
3 Medical photography/Oncoplastic surgery Legal aspect
4 Oncoplastic surgical training and bioethics
5 Superior quadrants approach and simmetrization
6 Inferior quadrants approach and simmetrization
7 Lateral quadrants approach and simmetrization
8 Medial quadrants approach and simmetrization
9 Central quadrant approach and simmetrization
10 Evolution of mastectomies and new perspectives on breast conserv
treatment/Radiotherapy in oncoplastic
11 Skin Sparing Mastectomy and Nipple Sparing Mastectomy
12 Breast reconstruction with implants
13 Breast reconstruction with latissimus dorsi
14 Breast reconstruction with TRAM
15 Closure techniques after great dissections
16 Correcting breast asymmetries
17 Principles and bases of fat grafting
18 How the pathology deals with oncoplastic surgery/Wounds and dre
19 NAC reconstruction/The radiology and oncoplastic surgery
20 Principles of microsurgery-DIEP
21 Oncoplastic surgery spreads around the world
Conclusion: overviewis limited, so it was necessary to evaluate the experience of onco-
plastic surgery training courses.
2. Materials and methods
In 2009 at the Hospital Cancer Barretos (HCB) an Oncoplastic Training Center
(OTC) was established with approval of the Brazilian Society of Mastology. The
breast unit team, comprised of seven breast surgeons, with an average of 13.5 (35-2)
years experience in breast cancer surgery and 9.2 (27-2) years experience in onco-
plastic surgery.
A training course in oncoplastic was established with an initial class of twelve
breast surgeons. The course was divided into 21 modules taught to the surgeons one
weekend per month. Each module focuses on a different aspect of oncoplastic
procedures (Table 2). Up to now two courses have been made. The ﬁrst group ended
in 2010 and it is the focus of this paper.
An expert is invited to lecture and also a practical procedure is performed. The
experts were selected by their clinical approved experience in oncoplastic surgery.
They are composed of breast surgeons with oncoplastic experience and plastic
surgeons.
Cases were selected related to the surgery to be discussed, and the need to
improve the trainees’ abilities. Patients are chosen ahead of time and informed
consent obtained for participation in the course. The treatment was provided at no
cost to the selected patients. The surgeries were supported by the Brazilian Public
Health System (BPHS) and by the Hospital’s private foundation.
During the morning lecture all cases supposed to be operated are discussed. Its
indications, possible techniques to be proposed and tricks to improve the results of
surgery are also assessed. Then a main theme related to oncoplastic surgery isSurgical procedures Cases report discussion
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Fig. 2. Trainees participate in surgery during the course in the operating theater.
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DISCUSSIONdiscussed. Also personal cases from the breast surgeon trainees’ hospitals can be
discussed with the experts. Simultaneously one case should be operated on by an
expert and trainees can observe the surgery in real time via closed circuit television
from the amphitheater and the trainees do have the chance to ask questions at any
time (Fig. 1).
About ﬁve cases were operated on during the day. Some of them are bilateral
procedures. In the afternoon the cases are submitted to surgery in two operating
rooms in the presence of the trainees. There is one expert coordinator for each
surgical room. The trainees are allowed to participate in the surgeries following the
rules approved by the Barretos’ Review Institutional Board. They are well organized,
rotating their functions. The local team is responsible for clinical support.
All the lessons and surgeries (Fig. 2) are recorded and a DVD is provided to the
trainees in the next class, containing the procedures and the themes previously
discussed. The post-operative results of the surgeries are showed and assessed in the
following module.
To conﬁrm the beliefs and know the surgeons proﬁle, a survey7 was given to the
ﬁrst group of 12 trainees trying to quantify their level of expertise from the begin-
ning to the end of the course. Surveys were sent by email. The trainees were asked
about their experience regarding Urban’s classiﬁcation3 for oncoplastic procedure. A
database was created and statistical analysis performed using Statistical Package for
Social Science e SPSS for Windows version 17.0. A descriptive analysis of the
answers will allow a proﬁle of the trainees and how the course reﬂects their
expectations.
3. Results
Twelve breast surgeons specialists belonged to the ﬁrst group
and have already concluded the course (Table 3). The mean agewas
45 years old (35e62), predominantly male (10 out of 12). The great
majority (11) of them presented a personal experience longer than
5 years as a specialist.
Ten out of twelve students worked with patients from BPHS.
Seven of them did not have a plastic surgeon to improve their
results, one out of ten rarely had a plastic surgeon on their team and
only two out of ten regularly had that professional.
Before the course three-quarters of those were able to perform
any kind of level I procedure and none were able to perform
procedures at level IIeIII. All the specialists expected the course to
improve their surgical skills to help their patients. Most part of
them (91.7%) were used to working with a plastic surgeon as
a partnership in a private clinic. However only two (16.7%) never
had problems with this relationship, another ﬁve (41.7%)
mentioned their desires to work together the plastic surgeon but
usually they were not available on request.
After the course the ﬁrst group experience conﬁrmed that three-
quarters of the specialists developed their skills and became
capable to perform procedures at all levels. Other related surgeons
are at least able to perform until level II procedures.Fig. 1. Case operated by an expert during the lesson in the lecture room.By the end of the ﬁrst course, 91 different surgeries were per-
formed over the 21 modules including those in levels I, II, and III as
described by Urban3 and spent 252 ofﬁcial hours on the course. The
surgical procedures were distributed in 11% level I, 54% II and 35%
III. Bilateral surgeries were performed in 69% cases.
The trainees initial feedback was very positive. This revealed
that they were able to offer oncoplastic surgery procedures to their
patients at the end of the course. It is also responsible for stimu-
lating new classes.
4. Discussion
New paradigms are often slow to be adopted, as Veronesi8 and
Fisher9 both noted when advocating breast conserving surgery.
Various questions concerning oncoplastic techniques have been
raised. Who is qualiﬁed to do it? Who does it better? What are the
limits? Are there any? Those questions concerning oncoplastic
surgery can be answered but time may be needed to accept the
concepts.
The routine practice of oncoplastic surgery depends on the
geographical, social, and economical aspects of the region involved.
Oncoplastic surgery in the developed world is associated mainly
with the reconstruction aspects of early breast cancer, while in the
developing countries it includes repairing the surgical defect
created by local advanced tumors.10 Not every breast surgeon will
have the time, inclination, or opportunity to learn breast recon-
struction and the pattern of practice will depend on local circum-
stances and available expertise. Options in each area include (1) the
breast surgeon performing the mastectomy and the plastic surgeon
performing a delayed reconstruction separately, (2) the breast and
plastic surgeons working together to perform the mastectomy andTable 3
Proﬁle of breast surgeons in the Oncoplastic Training Center - HCB
Surgeons Characteristics First Class (2009-2010)
Certiﬁed specialist 12
Experience > 5 years 12
Reason for course - improve knowledge: 11
- no background: 1
Before the course (surgical
experience by Urban's Classiﬁcation)
- Level I: 11
- Level II and III: 1
After the course (surgical
experience by Urban's Classiﬁcation)
- Level I: 12
- Level II: 11
- Level III: 7
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DISCUSSIONimmediate reconstruction, (3) the oncoplastic surgeon performing
both procedures as part of a multidisciplinary team,11 or to add
could be mentioned (4) the plastic surgeon obtaining the onco-
logical knowledge and also performing both procedures.
In 2003 Rainsbury wrote about future training and skills for
breast surgeons in the new millennium.11 He commented that
breast surgery was becoming more specialized as a result of
fellowship training, greater patient demand for specialists,
increasing trainee expectations, and new skills learned by existing
breast surgeons. As a result, modern training programs need to
recognize these requirements by supporting multidisciplinary
cross-training initiatives and encouraging professional develop-
ment. Examples of these ideas are found in Great Britain,11,12
Australia,13 France,14 Germany,15 Italy,16 Portugal,17 Spain,18 and
Brazil.19,20 Nowadays the American Society of Breast Surgeons and
American Society of Breast Disease are promoting these ideals of
oncoplastic surgery in the United States.21
InUnitedKingdom the oncoplastic surgery concept hasmade the
breast subspecialty a more popular and attractive perspective to
newgeneration of surgical trainees.22 The general surgical programs
do not offer adequate numbers of breast cancer cases to residents to
adequately train, so residents go on to the breast surgery or surgical
oncology fellowship.23 Oncoplastic surgery fellowships must train
specialists who have an active role in the global management of
breast cancer patients, capable of providing the most appropriate
cancer surgery with the best cosmetic results.22
More recently, Robertson et al. proved that trained breast
surgeons specialists perform implant-based immediate breast
reconstructions with a satisfactory outcome when evaluated by
subjective and objective analyses.24 This emphasizes the impor-
tance of the oncoplastic surgery training.
The problem is to provide education for surgeons with large
practices in breast surgery but without oncoplastic surgery expe-
rience. Another point is the structure of the postgraduate training
course and the level of breast reconstruction training unit.25 Breast
cancer centers with high volume should be certiﬁed as training
programs.26 The Brazilian Health Ministry and Brazilian Society of
Mastology certify the residency of Mastology. On the contrary
fellowship programs are not formally allowed in Brazil. Therefore
OTC can be a way to teach oncoplastic techniques for breast
surgeons with large clinical practices, and Brazilian Society of
Mastology approves it in properly selected services. Barretos’ Breast
Unit (SenoNetwork) is responsible for about 950 new breast cancer
diagnoses yearly, performing about 1300 breast surgeries per year,
12.9% are oncoplastic procedures.20 It could be categorized by Level
II Oncoplastic Training Unit e BASO,25 representing a good OTC
example.
One philosophical role for the training centers is to teach the
surgeons to listen the desires of the patients. Sometimes results are
not good in the eyes of the surgeon but good for the patient, mainly
because she was treated for cancer and still has acceptable breast
shape. Of course the esthetic results are important, however for
a breast specialist the results must be beyond the esthetic and
should reach the soul of the women. As the surgeon gains experi-
ence using the oncoplastic procedures, it becomes a kind of Swiss
army knife replete with options. Thus the expert can help treat the
disease offering therapeutic options in accordance with the
expectations of each patient. Treatment of breast cancer nowadays
must face its patient individually, one by one, listening to their
wishes and adapt them as best as possible. On the other hand the
patients are increasingly demanding it requires a continuous
improvement of the specialist in search of better technical results.
The communion between the breast surgeon and plastic surgeon is
certainly important for this development and will be formed
regardless of how teams work.The core of teaching oncoplastic surgery uses a variety of
methods including use of simulators, demonstrations of the
reconstructive anatomy, small group tutorials, implant workshops,
and anatomical dissection. Students should perform cadaver-based
procedures reinforced by teaching videos and live operative
demonstrations. The training centers should provide comprehen-
sive oncological and reconstructive training with structured
educational supervision, assessment, and feedback. Hoffmann and
Wallwiener27 developed a complexity-based system for breast
surgery, but Urban’s classiﬁcations3 seem simple to analyze and to
compare results. Actually the discussion of oncoplastic surgery
training courses is theoretical and there are no results of formal
courses published yet, mainly for surgeons with large practice in
breast surgery. This fact makes this publication particularly
interesting.
All the 12 breast surgeons seeked this course to improve their
skills. Additionally they were looking for complete the breast
cancer treatment for their patients. The reasons are cloudy but the
great majority of plastic surgeons are not interested in breast
reconstruction. Probably performing esthetic procedures is more
proﬁtable, economically saying. Another point is the impossibility
to provide a high percentage of good or excellent results. Some-
times the surgeon who performs oncoplastic techniques must
accept the results despite its limited esthetic pursuit of excellence.
Reconstructive surgeries are through procedures and can never be
assured about the ﬁnal result. Dealing with uncertain outcomes
despite all the expertise used, greater surgical time and uncertain
ﬁnancial compensation might have been responsible for the non-
participation of plastic surgeons from the ﬁght against breast
cancer. This gap encouraged other surgeons to obtain related
training to complete the treatment of breast cancer and help
patients to regain their dignity.5. Conclusions
Well-organized oncoplastic training centers can provide the
knowledge and skills necessary for breast surgeons to undertake
various types of breast reconstruction, an essential requirement in
the modern management of breast cancer.
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